ABSTRACT
Severe systemic hypertension in chronic kidney disease can cause significant damage to the eye. Although hypertensive retinopathy is a well-known complication, hypertensive neuropathy and choroidopathy are much less common. Elevation of systemic blood pressure as in renovascular disease causes both focal and generalized retinal arteriolar constriction, presumably mediated by autoregulation. A prolonged duration of particularly high blood pressure can be associated with a breakdown of the inner blood-retinal barrier, with extravasation of plasma and red blood cells. Retinal hemorrhages, cottonwool spots, intraretinal lipid, and, in severe cases, the development of a macular star configuration of intraretinal lipid can be seen [1] [2] [3] . When the choroidal vessels are severely affected by elevated blood pressure, as in acute hypertension, fibrinoid necrosis of choroidal arterioles can cause occlusion of areas of choriocapillaris, with a subsequent breakdown of the outer blood-retinal barrier. Although the retinal vascular changes and optic neuropathy are well known, hypertensive choroidopathy usually does not receive as much attention. Hypertensive choroidopathy has been reported in toxemia of pregnancy, renal disease, pheochromocytoma, and malignant hypertension 4 .
Hypertension retinopathy occur almost half in CKD population, while hypertension choroidopathy only on 0,1% 5 . We report a case of hypertensive retinopathy and hypertensive choroidopathy with bilateral exudative retinal detachments in young patient with chronic kidney disease.
CASE ILLUSTRATION
A 26-year-old man presented with a painless loss of vision in his both eyes. He had a history of chronic kidney disease (CKD) gr-V on hemodyalisis since 2 months ago. Ophthalmic examination revealed visual acuity of 0.5/60 OU. Pupils reacted normally without an afferent pupillary defect. He had normal extraocular motility, and ocular alignment in both eyes. Slit lamp examination revealed subconjunctival haemorrhage in both eyes. Retinal examination revealed retinal arteriolar narrowing, vascular tortuosity, arteriovenous nicking, optic disc swelling, 
DISCUSSION
Severe systemic hypertension is associated with significant damage of end organs, such as eyes, heart, central nervous system, and kidneys. Choroidal lesions are less commonly recognized than retinal and optic nerve lesions 6 . Subconjunctival haemorrhage associated with valsava maneuver and drastically increased blood pressure 7 .
Accelerated hypertension and/or ophthalmic/ciliary artery occlusion may result in choroidal ischemia. With complete ophthalmic artery occlusion, both the retinal and choroidal circulations are compromised. Compromise of ciliary arteries may occur without retinal artery involvement, leading to choroidal ischemia, which causes hypertensive choroidopathy. Some of these are attributed to a breakdown of the inner blood-retinal barrier with retinal endothelial cell decompensation.
Furthermore, there are large fenestrations in the walls of the choriocapillaris, so the choroidal vascular bed has no blood ocular barrier. This causes leakage of plasma into the choroidal fluid. Angiotensin II and other vasoconstrictors in the choroidal fluid result in vasoconstriction and ischemia of the choroidal vasculature. This cascade is followed by RPE ischemia and the subsequent breakdown of the blood retinal barrier in the RPE and result as Elcshnig spot and Siegrist streak. The RPE becomes necrotic, this may result in exudative retinal detachment 8 . The narrowed arterioles, vascular tortuosity, and arteriolovenous nicking in the retinal vessels were also observed. These findings are relatively common in longstanding hypertension. It seems that the patient had a history of longstanding chronic hypertension, and a sudden BP elevation triggered it off and formed this condition. After antihypertension treatment, the exudative retinal detachment and others condition remain still. In most cases with hypertensive choroidopathy, visual acuity returns to normal by controlling their BP. However, there is a case reporting that the visual acuity was not recovered in spite of being controlled the BP 9 . A patient with these findings should be considered as hypertensive retinopathy and choroidopathy and treated with antihypertension therapy as soon as possible. In exudative retinal detachment, when the fluid is not resolving and retinal detachment is chronic and bullous, permanent damage to retinal pigment epithelium as well as outer retinal structures occurs and persistence of subretinal fibrin may lead to subretinal fibrotic scar formation. To avoid these complications, surgical intervention either external drainage or pars plana vitrectomy is planned after failure of conventional treatment. However, surgical treatment is never the first line of management in these conditions 10 . This disease has poor prognosis caused by continuous process during the damage of blood vessel, even if the BP is in a good state, the complication still occurs in 50% patient 9 . Hypertensive choroidopathy is a less-common complication of systemic hypertension but can be the harbinger of a potentially life-threatening hypertensive emergency with end-organ damage. Choroidal involvement in the setting of hypertensive emergency is usually the sign of an acute, dramatic increase in systemic blood pressure in a young person and associated with poor visual and systemic prognosis.
CONCLUSION
Hypertensive choroidopathy is a rare finding associated with acute increases in blood pressure. When the choroid is involved, the hypertensive event is often more acute and associated with increased morbidity. It is necessary to obtain a fundus exam in any patient with elevated blood pressure and concomitant vision complaints. Therefore, screening hypertensive patients involves close collaboration between internist and ophthalmologist. Antihypertensive is the first line treatment, but if the exudative retinal detachment not resolve and retinal detachment is chronic and bullous, surgical intervention to drain the fluid can be planned.
